smokers as we did for nonsmokers, plus an estimate of fa. Estimates of S(t\t0) are obtained as before, except the exsmoker and continuing smoker all-cause mortality rates given in Hammond (1966) are used (see Remark 15).
In Table D-6 the maximum and minimum of AF(M) for each of five combinations of (fa, j94/fa) and all 30 exposure histories for the "exposed" and "unexposed" are given for continuing smokers and exsmokers of 20 cigarettes per day starting at age 18 and, in the case of exsmokers, stopping at age 45. For exsmokers, the estimate lies between 520 and 2,030 per 100,000. For continuing smokers, it lies between 580 and 3,310 per 100,000. A similar calculation, using the summary rate ratio of 1.14 from the U.S. studies, halves our estimates.
DISCUSSION
Exercises in quantitative risk assessment serve several useful purposes. First, public health decisions must often be made without certainty as to the magnitude of the likely health benefits that would result from implementing the various policy options. Quantitative risk assessment can aid in the decision-making process by quantifying this uncertainty. Second, difficulties encountered in providing precise estimates in quantitative risk assessment highlight areas where scientific knowledge is inadequate. Thus, exercises in risk assessment can serve to help focus future research.
All quantitative assessments of risk rely on assumptions. Interval estimates of quantitative risk are reliable only insofar as (1) the assumptions under which they were derived are valid and (2) the range of parameter values used in the estimation process includes the true value. It follows that no quantitative risk estimates can be guaranteed to be reliable. Nonetheless, some risk estimates are more (or less) reliable than others.
With regard to point (2) above, it should be noted that, in performing the risk assessment presented here, a sensitivity analysis was performed only over those parameters for which there were either inadequate empirical estimates (e.g., the lifetime ETS exposure history of "exposed" and "unexposed" subjects) or grossly inconsistent estimates (e.g., the estimates of f)4/fa*). Thus, the analyses did not account for other sources of uncertainty, such as statistical uncertainty, in estimates of other parameters. If they had, the width of the interval risk estimates may have increaseddata, with estimates based on the dosimetric measurements reported in Chapters 2 and 7. Estimates of d0 based on dosimetric calculations are given in Table D-4. In Table D-4 we
